• Elder abuse is common, affecting 5%-10% of older adults.
CME E lder abuse is increasingly recognized as an important problem associated with significantly increased rates of hospital admission, 1 nursing home placement 2 and mortality. 3 Estimates of prevalence vary widely, but recent studies, including a 2008 systematic review, have suggested that 5%-10% of older adults report experiencing abuse. 4, 5 In December 2012, the Canadian Parliament passed Bill C-36, the Protecting Canada's Seniors Act, which aims to protect older adults through amendments to the Criminal Code. This bill makes elder abuse an aggravating factor for sentencing purposes, such that criminal acts of elder abuse might be subject to maximal sentencing. There is, however, a substantial discrepancy between prevalence estimates of elder abuse and the number of cases reported to police. In 2009, for example, Canadian police reported 7871 cases of violent crime against people 65 years of age or older 6 (relative to a total population of over 4 million in that age group 7 ). Justice Canada researchers have found that charges were laid in only 17% of cases of alleged elder abuse handled by Ottawa police between 2005 and 2010. 8 These data suggest that many cases of elder abuse do not reach the criminal justice system and that physicians may be among the first who can intervene.
As populations age, it is becoming increasingly necessary for physicians to identify, assess and initiate management of elder abuse. Research into how best to do this is therefore of substantial importance.
The complexity of the issue, however, means that research into elder abuse is inherently challenging. For example, elder abuse is defined in various ways. The term encompasses multiple types of abuse, including physical, psychological, sexual and financial abuse, as well as neglect, each of which may be associated with different risk factors, mechanisms of causality and optimal interventional approaches. [9] [10] [11] Moreover, many older adults who experience abuse are cognitively impaired, socially isolated and frail, and they may have complicated and dependent relationships with their abusers. [12] [13] [14] Furthermore, the collection of sensitive information about abuse could have negative emotional, social, financial or legal consequences for multiple parties, leading both the abused older person and the abuser to actively try to hide the abuse. This raises ethical concerns about conducting research on a vulnerable population. 13, 15, 16 Given the challenges of conducting research in this topic area, there is little evidence to provide guidance on whether screening for abuse is effective and which interventions to manage the risk of abuse are effective. A previous systematic review of interventions for elder abuse showed the paucity of evidence. 17 The current review (Box 1) updates that earlier systematic review; discusses definitions, risk factors, clinical manifestations and recommendations for screening for elder abuse; and offers an approach for clinicians to consider when assessing older adults at risk for abuse.
Review
ship where there is an expectation of trust which causes harm or distress to an older person." 18 More specifically, abuse includes acts of both commission and omission, and encompasses physical abuse (acts with the intention of causing physical pain or injury, including hitting, kicking, slapping and pushing or the misuse of medications or restraints), psychological abuse (acts with the intention of causing emotional pain or injury, including humiliation, isolation and threats of harm or abandonment), sexual abuse (including any sexual act to which the older person has not consented, could not consent or was pressured into consenting), financial exploitation (the misappropriation of an older person's money or property, including theft, fraud and pressuring the person to make changes to wills or financial transactions) and neglect (the failure of a caregiver to meet the needs of a dependent older person, including withholding of medications, nutrition or adequate shelter). 12, 13, 19 What are the risk factors for elder abuse?
A recent systematic review (of medium methodologic quality) identified 13 risk factors for abuse among community-dwelling older adults (Box 2). 14 The authors concluded that lack of consistency in definitions and measurement tools in this field limits the potency of the evidence and that further research is required.
However, the systematic review 14 focused on positive findings of factors associated with abuse and did not address conflicting studies with negative results showing that the same factors were not associated with abuse. Physical impairment and functional dependency, for example, were included as significant risk factors in the systematic review overall, but multiple studies included in the review also showed conflicting results that were not addressed. One of these studies was a prospective study of 341 Canadian patients served by a health and social service agency, which found that needing help with activities of daily living was not a significant predictor of abuse. 20 A cross-sectional survey of 412 older adults in Nanjing, China, also showed that physical impairment was not a significant risk factor. 21 A possible association between elder abuse and ethnicity is also inconsistent. For example, older nonwhite participants were more likely to be abused than white participants in a nine-year observational cohort study of 2812 communitydwelling older adults in Connecticut. 22 That study involved linking the cohort with protective service records for elderly people, which might have introduced reporting bias that could have resulted in overestimation of the effect of ethnicity. A more recent population survey of 5777 older adults in the United States showed that race-and ethnicity-based differences in the risk of elder abuse were absent after controlling for income, health status and social support. 23 There is also some evidence that living alone is a risk factor for abuse, including a crosssectional survey of 2039 older adults in rural China, who represented 91% of the entire population over age 60 in 17 villages. 24 Another cross-sectional study, which involved 460 older adults in Spain, found that living with another person was a risk factor for abuse only if the other person had a mental illness or problems with alcohol or drug use. 25 These seemingly conflicting results may reflect different study designs, populations and definitions of abuse, but they may also be due to differences in risk factors for each type of abuse. For example, a cross-sectional survey of
Box 1: Evidence for this review
We searched MEDLINE, Embase, CINAHL and PsycINFO from the earliest date available to August 30, 2013, using a variety of search terms, including "elderly," "abuse" and "mistreatment" (the full list of terms and the search strategy are available from the authors upon request). We included both primary research articles and relevant review articles, and we reviewed the reference lists of pertinent articles. We performed a systematic review of interventions for the management of elder abuse, the focus of our article, according to the same search strategy. A full description of our search and its findings, as well as details about the studies we found, is presented in Appendix 1 (available at www.cmaj .ca/lookup/suppl/doi:10.1503/cmaj.141329/-/DC1). Relating to the perpetrator:
• Caregiver burden or stress
• Psychiatric illness or psychological problems Relating to the relationship:
• Family disharmony with poor or conflictual relationships
Relating to the environment:
• Low social support
• Living with others (except in financial abuse) *There is inconsistent evidence supporting some of these risk factors. See details in text.
Review 676 older adults in Spain found that psychological abuse was associated with depressive symptoms, social isolation and bladder incontinence in the abused individual; neglect was associated with social isolation, use of social services and living alone; and financial abuse was associated with being single, age 85 years or older, and lower score on the Mini-Mental State Examination. 26 Beach and colleagues 27 found that African American older adults were at greater risk of financial and psychological abuse than nonAfrican Americans in a cross-sectional study of 903 community-dwelling older adults in Pennsylvania. In another cross-sectional study, which involved 3005 community-dwelling older adults across the US, Latino older adults were at lower risk of verbal and financial mistreatment than whites. 28 These studies, which are summarized in Appendix 1 (available at www.cmaj.ca/lookup /suppl/doi:10.1503/cmaj.141329/-/DC1; see Part 3), suggest that, rather than attempting to study elder abuse as a whole, researchers may need to address each type of abuse individually. Most of the studies, however, were limited to selfreported abuse and did not use validated assessment tools for determining the presence of abuse.
What are the clinical manifestations of elder abuse?
The clinical manifestations of elder abuse are difficult to identify and vary by type of abuse. Dyer and colleagues 29 conducted a nonsystematic literature review of forensic markers of elder abuse, defined as "factors that are relevant to medical and legal determinations of whether elder abuse or neglect has occurred." They identified a variety of clinical features, including inadequately explained or unusual locations for skin abrasions, lacerations, bruises and burns; spiral fractures of long bones and fractures at sites other than the wrist, hip or vertebrae in a nonalcoholic elderly person; malnutrition and dehydration; pressure ulcers; sexually transmitted infections or pain in the oral or anal-genital region; and vaginal or rectal bleeding without other reasonable explanation.
Some other reviews on elder abuse have included lists of possible clinical manifestations, both including and in addition to those discussed by Dyer and colleagues. 29 However, we were unable to identify any primary studies reporting the prevalence or test characteristics of any symptoms or signs of elder abuse. There is thus poor evidence to support any of these markers.
Are there recommendations for screening or case-finding for elder abuse?
In its 2013 systematic review for recommendations on elder abuse screening, the US Preventive Services Task Force 30 included only the Elder Abuse Suspicion Index. This two-minute, sixitem questionnaire featuring dichotomous variables (Box 3) was administered in private by family physicians to cognitively intact older adults in a primary care setting in Montréal. 31 When compared with a blinded social work assessment for identifying abuse, one or more positive responses on the Elder Abuse Suspicion Index had a sensitivity of 47% and a specificity of 75%. There was also an enthusiastic response to the index from family physicians in a post-study survey, which suggests its acceptability. Given the lack of studies on screening instruments, however, the US Preventive Services Task Force concluded that there was insufficient evidence to assess the balance between benefits and harms of screening all elderly adults for abuse and neglect, and the task force was therefore unable to make a recommendation about screening for the general elderly population. 30 The risk-benefit profile for screening in higher-risk populations is likely more in favour of screening, although there is no supporting evidence for this assumption. 2. Has anyone prevented you from getting food, clothes, medication, glasses, hearing aids or medical care or from being with people you wanted to be with?
3. Have you been upset because someone talked to you in a way that made you feel shamed or threatened?
4. Has anyone tried to force you to sign papers or to use your money against your will?
5. Has anyone made you afraid, touched you in ways that you did not want or hurt you physically?
6. Doctor: Elder abuse may be associated with findings such as poor eye contact, withdrawn nature, malnourishment, hygiene issues, cuts, bruises, inappropriate clothing or medication compliance issues. Did you notice any of these today or in the past 12 months?
Note: Answering Yes to one or more of questions 1 through 6 has a sensitivity of 47% and a specificity of 75% for elder abuse when compared with a blinded social work assessment. Other screening and assessment instruments for elder abuse include the Indicators of Abuse Screen, a 29-item checklist of problems that requires a two-to three-hour home visit by a trained health care provider (not necessarily a physician), which discriminated 84.4% of abuse cases and 99.2% of nonabuse cases in a validation study; 20 the Elder Assessment Instrument, a 44-item Likert-scale checklist with a sensitivity of 71% and specificity of 93% when used in the emergency department by trained nurses 32 and its updated revision, the Elder Assessment Instrument -Revised, a 51-item Likert-scale checklist; 33 and the Brief Abuse Screen for the Elderly, which contains five questions, requires less than a minute to complete and has 86%-90% agreement among trained health care workers (not necessarily physicians). 34 We were unable to find data on the sensitivity and specificity of the Brief Abuse Screen for the Elderly. With the exception of the Elder Abuse Suspicion Index, none of these instruments has been validated in the primary care setting.
The most recent recommendations from the Canadian Task Force on Preventive Health Care are from 1994, at which time the task force found poor evidence to include casefinding for elder abuse in, or to exclude it from, the periodic health examination. 35 The task force did, however, note that physicians should be alert for evidence suggestive of elder abuse that becomes apparent during history-taking and physical examination, such as positive answers to questions about the patient being forced to do things, being asked to sign documents he or she did not understand or being afraid; inconsistent histories from the patient and caregiver; long delays between injuries and seeking medical attention; and physical findings such as injuries in the shape of a weapon. Whenever possible, assessments of elder abuse should occur in private, as the presence of caregivers may hinder disclosure of abuse. The task force also suggested an advocacy approach to prevent further abuse, whereby physicians direct the older person to community resources. 35 
What evidence supports interventions to combat elder abuse?
Interventions can be categorized by the target (the abuser, the abused elderly person or the situation) (see Appendix 1, Part 4). All of the studies we identified [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] were heterogeneous and had substantial limitations, and it is therefore difficult to recommend any of the studied interventions.
The most promising model is that of multidisciplinary teams that include physicians, nurses, mental health care providers, protective services and professionals within the justice system. However, there has been only one study demonstrating a statistically significant measurable outcome for a multidisciplinary team. 45 This was a case-control study of the Los Angeles County Elder Abuse Forensic Center (n = 287), which showed increased rates of prosecution for financial abuse with a multidisciplinary team. This study addressed only financial abuse, however, and its results cannot be extrapolated to other types of abuse that may be harder to prove in the justice system. More fundamentally, it remains unclear what should be considered an effective outcome and whether abused elderly people view prosecution in a positive way.
How can physicians intervene in clinical practice?
Despite the lack of robust evidence to support recommendations, clinicians still need an approach to this relatively common problem. We encourage physicians to be aware of potential risk factors and clinical manifestations of elder abuse while recognizing the limitations of the research in this area. We also encourage physicians to consider using the Elder Abuse Suspicion Index (Box 3) for older patients with risk factors for abuse, to discuss privately with the patient any concerns, to assess the patient's decision-making capacity with regard to any proposed intervention and to consider referral to social service agencies or reporting to legal authorities, particularly in jurisdictions where adult protection laws mandate such reporting.
In the US, all but five states have some sort of mandatory reporting of elder abuse to adult protective services. According to the American Bar Association, however, "laws governing reporting are very diverse in content and structure and extremely challenging to categorize and explain." 46 Adult protection laws in Canada similarly vary by province and territory. For example, Nova Scotia and Newfoundland and Labrador mandate that any person suspecting elder abuse is to report it without discriminating between capable or incapable older adults, whereas other provinces limit reporting to professional persons or have laws that vary according to whether the abused older person lives in a health care facility. 47 Although there is no comparable Canadian statement, the Department of Health for England has issued a government policy statement on safeguarding vulnerable adults, 48 which high-lights six principles: empowerment (presumption of person-led decisions and informed consent), prevention (it is better to take action before harm occurs), proportionality (proportionate and least intrusive response appropriate to the risk presented), protection (support and representation for those in greatest need), partnership (local solutions through services working with their communities) and accountability (accountability and transparency in delivery of safeguarding). With these principles in mind and on the basis of our experience and review of the literature, we propose the approach outlined in Figure 1 . This approach has not been tested. Assessment of suspected elder abuse should begin with an assessment of capacity. We believe that management strategies for elder abuse should be handled similarly to other med ical treatment decisions with regard to capacity, namely whether the patient is able to understand and appreciate the consequences of the proposed treatment. If it is determined that the abused older person is capable, we suggest that the phys ician present his or her concerns about abuse to the patient, educate the patient about elder abuse and the tendency for it to increase in frequency and severity, and direct the patient to local resources, including day programs, home care, respite care, legal services, shelters and government-supported elder abuse consultants. In Canada, additional resources include the Advocacy Centre for the Elderly (www.advocacycentre elderly .org), the Canadian Network safety plan. Respecting the capable older person's autonomy should be a priority, however, and explicit permission should be sought before discussing any concerns with family members or caregivers who may be able to offer support to the older person. In the case of an incapable older person who is experiencing abuse, we suggest identifying the person who has power of attorney and offering the same resources. Should there be concern that the person with power of attorney is not acting in the patient's best interest or is the abuser in question, alternative strategies such as liaising with social service agencies, contacting other family members or guardianship through the Office of the Public Guardian and Trustee should be considered. An important caveat would be to ensure that the incapable patient does not have reversible med ical causes of incapacity that could be addressed before seeking guardianship. All abused older adults should be offered more frequent medical follow-up.
Conclusion
Evidence regarding the risk factors for, assessment of and interventions to address elder abuse is limited. Although multidisciplinary teams have existed for several decades, only one study has demonstrated a measurable effect of such teams, and it was limited to financial abuse. Elder abuse is probably best considered as a syndrome, similar to the other "geriatric giants" 49 such as falls and frailty, given its complexity. 12, 50 The best intervention strategy at this time appears to be education targeted at increasing awareness of elder abuse among health care professionals, 12, 51 analogous to the incorporation of child abuse training into the medical school curriculum.
Future research is needed to clarify the risk factors for each type of abuse, to determine screening or case-finding thresholds, to define effective outcome measures and to test the efficacy of clinically feasible interventional approaches.
